Hospitalizations of Low-Income Children and Children With Severe Health Conditions: Implications of the Patient Protection and Affordable Care Act
Medicaid reimbursement often falls below health care costs (Medicaid shortfall). Therefore, hospitals face financial losses from caring for both uninsured and Medicaid-insured patients. The US government provides disproportionate share hospital (DSH) payments to institutions with large uninsured and Medicaid populations. Anticipating decreased numbers of uninsured patients, the Patient Protection and Affordable Care Act (ACA) reduces DSH payments. 1 The ACA also penalizes hospitals for readmissions. 2 There will not be large decreases in the number of uninsured children since only a small percentage of children are uninsured. In contrast, a high percentage of children have Medicaid insurance, and institutions will continue to face Medicaid shortfalls. The loss of DSH payments may not be matched by reductions in financial losses from decreases in the number of uninsured patients. In addition, the readmission penalties of the ACA may not adequately adjust for low-income patients or patients with severe health conditions, thereby adversely affecting hospitals with high proportions of these patients. 3 We sought to determine which hospitals with pediatric patients may be at highest financial risk from decreases in DSH payments and readmission penalties by identifying hospitals with a disproportionate per-hospital number of discharges of pediatric patients receiving Medicaid and those with a disproportionate per-hospital number of discharges of low-income patients or those who have severe health conditions, respectively. . Children's hospital status was subcategorized as freestanding and within a general hospital or specialty children's hospital. The main exposures were patient household income (HI) (quartile of median HI by zip code), insurance type, severity (quartile of charge weight), 5 and complexity (complex chronic condition). 6 We excluded pregnancy-related (All Patient Refined Diagnosis Related Group [APR-DRG] codes 540-566) and normal newborn discharges (DRG code 391 or newborn discharges with a length of stay <5 days unless death occurred). This study was deemed exempt from institutional board review by Children's Mercy Hospital and Clinics.
Methods |
We used χ 2 tests to compare patients' HI, insurance type, illness severity, and disease complexity levels by hospital type.
To determine the relative per-hospital burden of patients with these characteristics, we created ratios of observed-toexpected number of discharges by dividing the percentage of discharges by the percentage of hospitals for each hospital type.
Results | Most discharges (range, 232 605 of 404 835 [57.5%] to 212 147 of 313 649 [67.6%]) of pediatric patients with Medicaid insurance, lowest HI, and highest severity of illness were from non-children's hospitals ( Table 1) . Although children's hospitals represented 3.4% (n = 75) of all hospitals, they accounted for 32.4% (n = 101 502) of the lowest HI, 33.8% (n = 185 905) of Medicaid recipients, and 42.5% (n = 172 230) of patients with the highest severity of health conditions. Children's hospitals cared for most patients with complex chronic conditions (152 872 [52.8%]).
For patient mix within hospital types, there were similar distributions of payor type (range, 46%-47% for Medicaid recipients and 2%-4% for the uninsured) and HI (range, 24%-29% for the lowest HI) ( Table 2) . In contrast, 172 230 (43.0%) children's hospital discharges were children in the highest illness severity category compared with 94 119 (24.5%) discharges of such children from nonteaching hospitals. Similarly, 78 408 (41.0%) children discharged from a freestanding children's hospital had a complex chronic condition compared with 46 520 (12.1%) children discharged from nonteaching hospitals.
Discussion | Analysis of more than 1 million pediatric hospitalizations in 26 states demonstrated that, although nonchildren's teaching hospitals were the most common hospital type for patients with Medicaid, those with the lowest HI, and those with the highest severity of health conditions, the perhospital burden of those discharges was much greater for children's hospitals. Moreover, children's hospitals cared for most of the chronically ill patients and had the greatest proportion of discharges of patients with complex chronic conditions.
Our study has several limitations, including the use of community-level HI as a proxy for patient-level socioeconomic status and the exclusion of "observation status" discharges in the Kids Inpatient Database.
Children's hospitals may face disproportionate financial risk from the ACA. Reductions in DSH payments may disproportionately affect children's hospitals because of their high per-hospital number of Medicaid discharges. In addition, readmission penalties may disproportionately affect children's Letters P < .001 for all comparisons. b All but 9 children's hospitals (7.7%) were also teaching hospitals. A separate category for these 9 hospitals was not created because they accounted for less than 5% of patient discharges from children's hospitals overall. c Values represent ratios of observed to expected number of discharges by dividing the percentage of discharges from each hospital type by the percentage of hospitals of each hospital type. d Median household income was determined by the zip code of the patient's home address. The quartiles were defined as lowest ($1-$39 999), low ($40 000-$49 999), high ($50 000-$65 999), and highest ($66 000 or higher). e Severity was determined by the charge weight of the discharge APR-DRG.
Individual APR-DRG charge weights are used as proxies for severity by dividing the mean charge weight for an APR-DRG by the mean charge weight of all APR-DRGs, thereby establishing relative weights. The quartiles were defined as lowest (0.17-0.22), below average (0.29-0.75), above average (0.76-1.5), and highest (1.5-57.6). Abbreviation: APR-DRG, All Patient-Refined, Diagnosis-Related Group. a All percentages are by column. Column percentages presented in this table demonstrate hospital patient mix. P < .001 for all comparisons. b Median household income was determined by the zip code of the patient's home address. The quartiles were defined as lowest ($1-$39 999), low ($40 000-$49 999), high ($50 000-$65 999), and highest ($66 000 or higher). c Severity was determined by the charge weight of the discharge APR-DRG.
4.
Individual APR-DRG charge weights are used as proxies for severity by dividing the mean charge weight for an APR-DRG by the mean charge weight of all APR-DRGs to establish relative weights. The quartiles were defined as lowest (0.17-0.22), below average (0.29-0.75), above average (0.76-1.5), and highest (1.5-57.6).
